The objective of this study was to examine the correlation between self-perception of being overweight and weight loss intentions, eating and exercise behaviors, as well as extreme weight-loss strategies for U.S. adolescents. This study uses 50,241 observations from the Youth Risk Behavior Surveillance Survey (YRBSS) 2001-2009, which were nationally representative sample of 9th-through 12th-grade students in both public and private schools in the US. This study finds that, irrespective of the weight status base on self-reported weight and height, adolescents who perceive themselves as overweight have a stronger intention to lose weight, but do not develop better eating and exercise habits, compared with their counterparts of same gender and reported weight status. Normal-weight adolescents, if they perceive themselves as overweight, are more likely to engage in health-compromising weight-loss methods. This study shows that it is critical to transform weight-loss intentions into actual behaviors among overweight/obese adolescents and improve the efficacy of behavioral interventions against childhood obesity. It also highlights the need of establishing a correct perception of body weight among normal weight adolescents to curb extreme weight-loss methods.
Introduction
Childhood obesity has significantly negative social and health consequences during childhood [1] and leads to adulthood obesity [2] . The fast growing obesity rate among U.S. adolescents, which has quadrupled from 5% in 1980 to 18% in 2009 [3] , is largely attributable to unhealthy lifestyle, including poor diet and physical inactivity [4] . Obesity prevention aiming to improve lifestyle, particularly, eating and exercise behaviors, however, has had limited success [5, 6] .
Distorted self-perception of weight status is one of the important factors leading to low motivation or self-esteem and consequently the ill-fated intervention programs [7, 8] . For example, events that promote perception of competence will increase a person's intrinsic motivation [9] . Overweight individuals need to recognize that their weight status is hazardous to health before they are motivated to make any changes [10] [11] [12] . Normal-weight adolescents with weight misperception may engage in potentially harmful behaviors such as purging, using laxatives, taking diet pills, and fasting [13] [14] [15] and expose themselves to a higher risk for eating disorders and depression [10, 16] . The literature shows that U.S. adolescents do not necessarily correctly perceive their weight status [17] [18] [19] . Few studies distinguish between weight-loss intentions and behaviors although they can be significantly different as predicted by planned behavior theory [20] . A majority of studies fail to control for necessary confounding variables that are associated with both weight perception and weight-control behaviors (e.g., depression).
The objective of this study was to examine the correlation between self-perception of being overweight, and weight-loss intentions, eating and exercise behaviors, as well as extreme weight-loss strategies for U.S. adolescents. Using the Youth Risk Behavior Surveillance Survey (YRBSS) 2001-2009 and non-parametric matching technique, we find that, irrespective of gender and self-reported weight status, adolescents who perceive themselves as overweight have a stronger intention to lose weight, but fail to improve their eating habits such as consuming more fruits and vegetables and fewer soft drinks and engage in more physical activity and less sedentary activity. The gap between weight-loss intentions and behaviors suggests that misleading conclusions might be drawn if researchers do not distinguish between them. We also find that the impacts of the perception of being overweight differ between normal-weight and overweight adolescents. Compared with overweight adolescents, normal-weight adolescents have a much greater intention to lose weight if they perceive themselves as overweight and a much higher probability of adopting extreme weight-loss methods. The results indicate that having a correct self-perception of weight status is critical to the success of education and behavior intervention programs for both overweight and normal-weight adolescents as well as to the long lasting program effect on actual weight improvements and healthy lifestyles.
Methods

Data
YRBSS includes a national school-based survey conducted by the CDC and state, territorial, tribal, and local surveys conducted by state, territorial, and local education and health agencies and tribal governments. The YRBSS is a nationally representative sample of 9th-through 12th-grade students in both public and private schools in the United States. The YRBSS surveys started in 1991 and have been conducted every two years by CDC. In each survey year more than ten thousand adolescents were surveyed. This study excludes the earlier waves of the YRBSS data of 1991, 1993, 1995, 1997 and 1999 either because BMI information or important matching variables (e.g., average GPA) were not available. This study uses the YRBSS data of 2001, 2003, 2005, 2007, and 2009 . A total of 50,241 YRBSS observations are included for this study. We incorporate sampling weights in all analyses.
Control Variables
The YRBSS respondents were asked to report their height and weight without shoes on, which are used to calculate their BMI and classify their self-reported weight status. An adolescent is classified as overweight (obese) if his/her BMI is at or above the 85th (95th) percentile for his/her age and gender. Table 1 provides summary statistics of the observations by gender and their reported weight status (normal weight versus overweight). Female adolescents account for a slightly higher proportion (52%). They are equally distributed in grades 10-12 and the average age is approximately 16 years old. The BMI category is coded based on the BMI percentile. It equals one for the 5th percentile, two for the 5th-15th percentiles, and so on until eleven for above the 95th percentile. The summary statistics on the BMI category suggests that overweight adolescents have a significantly higher BMI than their counterparts. Non-Hispanic whites account for more than half in the normal weight adolescents and Hispanics and African blacks account a significant proportion in the overweight subsample (56.4% for females and 47.0% for males) for both males and females. The average GPA, which is a proxy for cognitive ability and the awareness of nutrition and physical activity, is found to be slightly higher for overweight individuals than normal weight ones. In terms of risk behaviors, we construct two depression-related variables indicating whether the respondent felt sad (depression) and made a suicide plan or attempted to commit suicide (suicide). We also create variables to describe the history of smoking, drinking, drug usage, driving under influence, and sexual activities: whether the respondent ever smoked (smoke) because smoking may be a causal factor of obesity according to some studies [21] ; had alcohol drink at least once for more than five days in the past 30 days (drink) because binger drinking is found to be associated with obesity [22] ; ever used marijuana (marijuana); drove under influence or rode with a driver under influence (DUI) in the past 30 days; and ever had sexual activities (sex) because they are likely to be related to self-perception of body image and therefore eating and exercise behaviors. Compared with the normal weight individuals, overweight adolescents face a greater risk of depression and attempting/planning for suicide and they are more likely to have smoking history and sexual activities for both females and males. The respondents were also asked to describe their weight using a 5-point Likert-type scale: very underweight, slightly underweight, about the right weight, slightly overweight, and very overweight. We then classify their perceived weight status as overweight if they choose one of the last two options (slightly overweight or very overweight) and normal-weight if they choose one of the first three options. Figure 1 shows statistically significant and persistent discrepancies of obesity prevalence based on perceived and reported overweight status. The self-perceived overweight prevalence is higher (lower) than reported overweight prevalence for females (males). This is consistent with the literature as female adolescents are found to be less satisfied with their body weight and want to be thinner, while male adolescents prefer to increase muscle tone [23] . 
Outcome Variables: Weight-Loss Intensions and Behaviors
Appendix A provides the details on how outcome variables are created base on YRBSS questions. We distinguish weight-loss intentions and behaviors as our empirical results show that the claimed weight-loss behaviors are dramatically different from what the respondents actually do. We use the word "intentions" for claims made by the respondents about their weight-loss behaviors. The three variables for weight-loss intentions indicate whether the respondent tried to lose weight (LoseWeight) and whether the respondent specifically did so through eating less food and fewer calories (LoseWeight_Diet) or exercise (LoseWeight_Exer) during the past 30 days. As shown in Table 2 , for both normal-weight and overweight subsamples, adolescents with overweight perception have a statistically stronger intention to lose weight or keep from gaining weight in general through either diet or exercise than those who perceive themselves being non-overweight (e.g., compare Columns 1 and 2 for the reported overweight females). Second, weight-loss intentions are similar for the reported normal-weight and overweight subsamples if them perceive themselves as overweight (e.g., compare Columns 2 and 5 for females), but are significantly different between two subsamples if they do not perceive themselves as overweight (e.g., compare Columns 1 and 4 for females). The 2010 Dietary Guidelines for Americans promote fruit and vegetable intakes as they are found to be associated with a decreased risk for various chronic diseases and help aid in weight management [24] . However, the CDC estimate that 28.5% of high school students consumed fruit less than one time daily and 33.2% consumed vegetables less than one time daily. The YRBSS respondents were asked to report the number of servings for fruits and vegetables as well as the number of soft drinks excluding diet coke and diet pop during the past seven days. We create two dummy variables indicating whether the respondent meets the recommended consumption levels of fruits and vegetables: ate vegetables at least three times per day (Vegetables_3) and ate fruits at least twice per day (Fruit_2) during the past seven days. The third eating behavior variable is about consumption of soft drinks (Soda) which indicates whether the respondent consumed soft drinks, excluding diet coke and diet pop, at least once a day during the past seven days. As shown in Table 2 , self-perception of being overweight is not associated with a higher probability of meeting the recommended consumption levels of fruits and vegetables or lower soft drink consumption.
Physical activity is found to have health benefits [25] and should be considered when addressing weight management [24] Yet, almost a quarter (23%) of 9th-through 12th-grade students did not meet the level of at least 60 min of physical activity daily that is recommended by the 2008 Physical Activity Guidelines for Americans [26] . Based on the relevant YRBSS questions, we create five variables related to personal exercise habits and two variables for sedentary activities (see Appendix A for details).
These variables concern whether the respondent in the past seven days was physically active for at least 60 min on at least five days (Active_5 Days), engaged in vigorous exercise that made them sweat and breath hard for at least 20 min on at least three days (Vigorous_Exer), or engaged in moderate exercise that did not make them sweat and breath hard for at least 30 min on at least five days (Moderate_Exer). We also create two dummy variables for team exercise indicating whether the respondent attended physical education classes on at least one day in an average week (PE_class) and played on at least one sport team in the past year (Sport_Team). Two dummy variables, indicating whether the respondent had watched television (TV_Time) or played video or computer games for more than three hours (Video_Time) on an average school day, are also included to measure sedentary activity. As shown in Table 2 , compared with adolescents who do not perceive themselves as overweight, those who do are less likely to engage in either personal or team exercise, but more likely to watch TV or play video games.
We also consider two unhealthy weight-loss methods: going without eating for at least 24 hours, i.e., fasting, (LoseWeight_Fasting) and taking diet pills, powders, or liquids without a doctor's advice (LoseWeight_Med). These two extreme weight-loss methods are associated with medical complications such as cardiac problems and refeeding complications [27] as well as severe, potentially life-threating psychosocial distress such as psychiatric disorders, depression and suicidality [28] that may not be completely reversible [13] . As shown in Table 2 , normal-weight adolescents who perceive themselves as overweight have the highest probability of using unsafe weight-loss methods among all subgroups.
Covariate Variables
To control for confounding factors, we not only conduct analyses separately for four subsamples based on gender and the reported weight status, but also use a total of 16 covariate variables in addition to regional and year dummies. Specifically, we include the BMI category and age as they are significant predictors of weight perceptions and are expected to be correlated with weight-loss behaviors. We include three dummy variables for race and ethnicity (Non-Hispanic white, Hispanic, and African Americans). We include grade indicators to capture the effect of peer pressure on body image in school. The average GPA, which is a proxy for cognitive ability and the awareness of nutrition and physical activity, is also included. We also include two variables for risk behaviors and factors indicating the history of smoking, drinking, and drug usage, driving under influence, sexual behaviors, and suicide attempts and plans.
Estimation Strategy
Let 1 ( 0 ) be weight-loss intentions or behaviors when an adolescent perceives himself/herself as overweight (non-overweight). The treatment (control) group consists of adolescents who (do not) perceive themselves as overweight. The treatment effect of overweight perception is the difference between two outcomes: 1 -1 . However, this difference is not observable due to a missing data problem: perceived overweight (non-overweight) reveals 1 ( 0 ), but conceals the other potential outcome. Since overweight perception is likely to be endogenous and lack of random assignment of self-perceived overweight status causes selection bias, we employ propensity score matching (PSM) to address selection bias. The details of PSM can be found at Abadie Where is the notation for statistical independence and T indicates the treatment status. Assumption A1 says that all the variables driving self-selection are observable to researchers and the treatment assignment is independent of outcomes conditional on covariates. Assumption A2 says that the probability of participation in treatment is bounded between zero and one. Based on these two assumptions, the estimated counterfactual outcome of treated individual i is:
where 0 is the set of matches of individual i, ∈ [0,1] is the weight of matched counterfactual outcomes, and ∑ = 1 . Since we are interested in knowing whether self-perception of being overweight has any effect on adolescents' weight-loss efforts, we focus on the sample average treatment effect on the treated (SATT):
where 1 = ∑ and 0 is the estimated potential outcome if not treated in Equation (1).
We employ two widely used PSM matching algorithms: nearest neighbor matching (NNM) and local linear matching (LLM). The NNM estimator compares every treated unit with one or more units from the comparison group that are closest in terms of the propensity score. It defines the set of matches with replacement is given below:
where M indicates the number of matches (neighbors) and ( ) is the distance from individual i to the M th nearest match in the comparison group. We implicitly define ( )as follows:
and:
where 1(•) is the indicator function, which equals to 1 when the value in brackets is true, and zero otherwise. We implement this method using one or five nearest neighbors and with replacement. We impose the common support restriction and each match is weighted equally.
The LLM uses a kernel-weighted average over multiple persons in the comparison group as the counterfactual outcome of the treated observation. Fan (1992) shows that LLM converges faster and that it is more robust to different densities of data than kernel matching [33] . The weight of LLM is given by the following:
where = �� − �/ℎ� , and h is the bandwidth. We use the Epanechnikov distribution as the kernel function.
To test the hypothesis, we need to estimate the standard errors for the estimators. However, calculating analytical standard errors can be cumbersome. Bootstraping is often used to obtain standard errors for matching estimators (see details at Black and Smith, Heckman, et al., Sianesi [34] [35] [36] ). Each bootstrap sample is a random sampling with replacement from the original data set. We draw 500 bootstrap samples and estimate 500 average treatment effects for the treated. The distribution of these means approximates the sampling distribution (and thus the standard error) of the population mean.
Researchers have documented the following potential advantages of matching technique. First, matching does not impose any specific functional form between the dependent variable and independent variables, thus avoiding possible model misspecification errors [37] . The so-called LaLonde's critiques suggest that non-experimental estimates are sensitive to model specification and differ greatly from the experimental estimates [38] . Second, matching can impose a common support requirement. The poor overlap on support between the treated and untreated groups raises questions about the robustness of parametric methods relying on the functional form to extrapolate outside the common support [39, 40] . Third, matching allows endogenous covariates [41] . Although matching techniques have advantages over other non-experimental evaluation techniques when lacking exogenous changes in weight perception, challenges still exist. First, matching techniques require a large number of observations and a rich set of covariates. It is less a problem for this study due to large sample size (more than 50,000 observations) and a rich set of information collected for each respondent (see details in Section 3). In addition to region and year dummies, we incorporate 16 covariates as matching variables. All of the matching variables are not only correlated with weight perceptions and weight-loss intentions and behaviors, but also demonstrate substantial overlaps between the treatment and comparison groups as suggested by the distribution of the BMI percentile between two groups (see Appendix B). Second, matching techniques assume that all the variables driving self-selection are observable to researchers, i.e., the treatment assignment is independent of outcomes conditional on covariates [38] . We divide the sample by gender to eliminate the gender differences of weight perceptions and behaviors and by weight status based on the reported weight and height to eliminate the unobserved differences between normal-weight and overweight adolescents. We also conduct a series of robustness analyses using covariate matching and the bivariate probit model with endogenous self-perception of being overweight.
Results and Discussions
Main Matching Results and Discussions
For all estimations we impose common support to ensure that characteristics observed in the treatment group is also observed in the comparison group. Since trimming could theoretically improve the matching quality and reduce the bias [35] , we trim the sample by one percent. Table 3 summarizes the estimated treatment effects for the treated based on the nearest neighbor matching (NNM) with five neighbors and the local linear regression matching (LLR) with a plug-in rule-of-thumb bandwidth. Every estimate is a percentage point (not a percent change) representing the difference in the probability of certain outcomes between an average adolescent with and without self-perception of being overweight. For example, if the probability of exercising to lose weight is 20% for the self-perceived normal-weight group, an increase of four percentage points from 20% to 24% translates to the treatment effect of 0.04 which is equivalent to a 20 percent increase. The results based on the NNM and LLR algorithms are remarkably similar. This is exactly what the theory predicts: when the sample size is large enough all matching algorithms produce the same results [42] . We summarize the findings separately for normal-weight and overweight adolescents.
As show in Columns 1-4 of Panel A in Table 3 , compared with overweight adolescents who do not perceive themselves as overweight, overweight adolescents with a correct perception have a much stronger intention to lose weight in general or through diet or exercise. For example, self-perception of being overweight increases the general weight-loss intention by approximately 20 percentage points for females and 37 percentage points for males. However, a correct self-perception of being overweight is not found to be associated with improvements in eating habits. The probability of meeting the recommended consumption levels of fruits and vegetables among overweight adolescents with a correct weight perception is five percentage points lower for males and two percentage points lower for females, respectively; and none of the estimates on soft drink consumption is statistically significant (see Columns 1-4 of Panel B in Table 3 ). On the other hand, a correct perception of own weight status does not have any statistically significant effect on exercises behaviors among overweight female adolescents (see Columns 1-2 in Panel C of Table 3 ). Overweight male adolescents with a correct perception of their weight status are found to be less physically active, less likely to engage in moderate or vigorous exercise, and less likely to attend PE classes or play on team sports than their counterparts (see Columns 3-4 in Panel C of Table 3 ). To summarize, among overweight adolescents, self-perception of being overweight enhances intention to lose weight but fail to improve eating and exercise behaviors, which is similar as the findings for U.S. adults by Fan and Jin [43] . Instead, self-perception of being overweight increases the probability of engaging in unsafe and health-compromising weight-loss strategies.
For the normal-weight subsample, self-perception of being overweight increases weight-loss intentions as well as the probability of engaging in unsafe and health-compromising weight-loss strategies (Columns 5-8 in Panels A and D of Table 3 ). The effects of the self-perception of being overweight on weight loss intentions for the normal-weight subsample are almost twice as large as those for the overweight subsample. Overweight perception leads to higher probability (approximately 6-11 percentage points) of using extreme weight-loss methods among normal-weight adolescent, while its effects are much smaller and less statistically significant for overweight adolescents. The findings indicate that normal-weight adolescents who perceive themselves as overweight are more obsessed with body image and have a much stronger intention to lose weight. However, they do not engage in healthy eating and become physical active. The probability of meeting the recommended consumption levels of fruits and vegetables as well as soda consumption is not statistically different between normal-weight adolescents with and without overweight perception (Columns 5-8 in Panel B of Table 3 ). If normal-weight adolescents mistakenly perceive themselves as being overweight, they are less likely to be physically active, engage in moderate or vigorous exercise, attend PE classes, and play on team sports; instead, they watch more TV and play more video games (Columns 7-8 in Panel C of Table 3 ). The results suggest that weight misperception among normal-weight adolescents could exacerbate eating disorders and other adverse health consequences as they favor extreme weight-loss methods to gain immediate effects. Our findings highlight the importance of having a correct perception of weight status even for normal-weight adolescents.
The results show that having a correct self-perception of weight status reduces the possibility of taking extreme weight-loss methods among normal-weight adolescents and increases weight-loss intentions among overweight adolescents. More important, the results show a gap between weight-loss intentions and behaviors. The gap can be explained by time-inconsistent preferences [44, 45] . Hyperbolic individuals are more likely to choose immediate rewards/gratification and encounter greater difficulties in delaying gratification [46, 47] , which leads to overconsumption of food, especially excessively cheap and unhealthy food [48] . They also greatly discount the long-run benefits of nutritious meals and exercise [47, 49] . Fan and Jin (2013) find that overweight and obese adults have a lower self-control than normal-weight individuals in the United States; and individuals who are lack of self-control are more likely to have poor eating and exercise habits [43] . Normal-weight adolescents with self-perception of being overweight might be impatient and hyperbolic discounting leads them to use extreme weight-loss strategies with immediate effects and procrastinate adopting healthy weight-loss strategies such as healthy eating and being physically active. 
Quality of Matching
To check the quality of matching we conduct balancing tests of matching covariates and compare the propensity score between the treatment and comparison groups before and after matching for each outcome variable. Take the general weight-loss intention as an example. As shown in Table 4 , out of 16 reported matching covariates, 14 for the normal-weight subsample and 12 for the overweight subsample are statistically significant at the 5% level before matching for females, and the corresponding numbers for males are 8 and 10. After matching, none of the differences between two groups are still statistically significant and the magnitude of the differences also decreases dramatically. Figure 2 shows the distributions of the propensity scores before and after matching for all four subsamples by gender and self-reported weight status. It is clear that the propensity score destitutions differ significantly between the treatment and comparison groups before matching, but they almost completely overlap after matching. We conclude that matching indeed is effective in eliminating the differences between the treatment and control groups. The matching quality is similar for other dependent variables. 
Robustness Checks
We provide five robustness checks for the main results. First, we experiment with different PSM specifications. In particular, we incorporate other risk behavior factors into the propensity score function. Those binary risk variables indicate whether the respondent had suicidal thoughts during last 12 months; always wore a seatbelt while driving or being a passenger in a car; had a physical fight during last 12 months; ever smoked, drank, used cocaine, or used any other drug during past 30 days, respectively; had sexual intercourse with more than 4 people; and had sex during the past three months. We also employ different matching parameters-using one or ten neighbors in the comparison group to match every treated individual for the NNM estimator and a series of fixed bandwidths for the LLM estimator. We also match without trimming. The treatment effects based on each of the new specifications are very similar to the main results (see Tables 5-7) . Second, we try a different matching mechanism, covariate matching (CVM) with the same set of covariates as the main specification. The main difference between the PSM and the CVM lies on the imputation of the missing potential outcomes. The PSM uses the estimated propensity score and the CVM uses untreated individuals with similar values of covariates (see Abadie, et al., (2004) for a detailed discussion for the CVM [50] ). The results from the CVM are remarkably consistent with the main results (see Table 8 ). Third, the original treatment group consists of adolescents who perceive themselves as either slightly or significantly overweight. One concern is that adolescents in the treatment group who deem themselves to be slightly overweight can be significantly similar to the comparison group and, therefore underestimate the treatment effects. We define an alternative treatment group that only consists of adolescents who think themselves as significantly overweight. As shown in Table 9 , the effects on weight-loss intentions as well as on eating and exercise habits are similar to those for the original treatment group. The only exception is that self-perception of being significantly overweight does not cause normal-weight males to have a stronger intention to lose weight through exercise. Compared with the main results, we also observe a much larger treatment effect of overweight perception on extreme weight-loss methods for normal-weight adolescents. This finding indicates that a stronger bias in self-perception of being overweight could be more harmful through the adoption of extreme weight-loss methods.
Fourth, researchers have found that adolescents underreport their weights and overreport their heights, which leads to self-reported measurement errors in BMI [51] . Following Fan (2010), we correct for self-reported BMI by using the National Health and Nutrition Examination Survey 1999-2008 that have both self-reported and doctor-measured weights and heights [52] . The results based on the corrected BMI rather than the self-reported BMI are highly similar to the main results. Details about the estimation of correction equations are provided in Appendix C.
Finally, we also estimate the effects using a parametric two-stage treatment model (see Maddala (1983) for details [53] ). As shown in Table 10 , the estimated marginal effects of self-perception of being overweight are qualitatively consistent with the main results. Bootstrapped standard errors are in parentheses. Asterisks, ***, ** and *, indicate the 1%, 5% and 10% significance level, respectively.
Conclusions
This study analyzes the effects of self-perception of being overweight on weight-loss intentions and behaviors among U.S. adolescents. The main findings are based on a semi-parametric technique, propensity score matching, with a series of robustness checks. We find significant discrepancies between weight-loss intentions and behaviors. Irrespective of self-reported weight status, adolescents who perceive themselves as overweight have a stronger intention to lose weight (19-55 percentage points higher for the general weight-loss intention as well as 15-31 and 8-15 percentage points higher for losing weight through diet and exercise, respectively), yet, the increased intention does not transfer into improvements in eating and exercise habits by consuming at least the recommended levels of fruits and vegetables, less soft drinks, or become physically more active. Instead, adolescents with overweight perception engage in extreme weight-loss methods to gain immediate gratification, especially for normal-weight adolescents (9-11 percentage points for fasting, 6-10 percentage points for unguided diet medication).
To stop or even reverse the rising trend of childhood obesity, we have to find effective strategies to ease psychological and behavioral barriers and modify adolescents' diet and physical habits. Many empirical studies have documented that people have time-inconsistent preferences and self-control problems [54] [55] [56] , which lead to a gap between long-run intentions and short-run actions. People who have time-inconsistent preferences are likely to procrastinate eating healthy and exercising [47, 49] . Whitlock et al., find that the short-lived effect of intervention programs can be partly explained by the incapability of transforming intentions into actual behavior in an uncontrolled environment once the programs are completed [57] . Having incorrect self-perception of weight status could potentially exacerbate their self-control problem and prevent them from adopting healthy life style. For overweight adolescents who fail to recognize their weight problems, motivating them to eat healthy or exercise might become more challenging. For normal-weight adolescents who are obsessed with slender body, they prefer extreme weight-loss methods with immediate effects rather than improving their eating and exercise habits. There is a great need to provide interventions to help adolescents overcome their impatience and enhance self-control. For example, nudging in a variety of formats has been used in both school and shopping environments to encourage individuals to either purchase and/or consumer more fruits and vegetables [58, 59] . Another self-perception relevant barrier found to constrain physical activity participation among overweight adolescents is the feeling of "too fat to exercise" or "behavioral incapability" [60] . Under such circumstance, interventions might focus on making adolescents gain confidence and think they are indeed capable of engaging in physical activities at an appropriate level even if they are overweight or obese. This study provides evidence that behavior and psychological management skills are required for the success of behavior intervention programs and that policies targeting childhood obesity through changing adolescents' behavior requires incorporation of partial or full irrationality rather than rationality.
We envision two directions for future research but different data sets are needed. First, the YRBSS does not have information about adolescents' family and friends. Adolescents' self-perception of body weight and their eating and exercise habits are likely influenced by family food environment, parental attitude and preference relating to eating and exercise habits, and their friends and peers. Future research incorporating family and neighborhood environment is warranted. Second, we are not able to examine the dynamic decisions over time since the YRBSS is repeated cross-section data. Understanding and modeling the inter-period decision making process of adolescents might be a fruitful research area if data are available in the future. On an average school day, how many hours do you watch TV? Appendix C. Correction of Self-Reported Height and Weight Measurement error resulting from the self-reported height and weight in YRBSS data could potentially bias our estimates, especially for underweight and overweight adolescents. The National Health and Nutrition Examination Survey (NHANES) is so far the best source to study the measurement error of self-reported height and weight as it have both self-reported and doctor measured height and weight. Figure A1 plots the self-reported BMI and the doctor-measured BMI using the NHEANS adolescent sample aged 16 to 18 since self-reported height and weight are not available for adolescents aged 14 or 15 in NHANEs, where the solid line is 45-degree. It clearly shows discrepancies between the two BMI measures. Figure A2 . Self-reported BMI versus Doctor Measured BMI.
Appendix A. Survey Questions and Variables Created Based on These Survey Questions
Using the NHEANS adolescent sample, we conduct an ordinary linear regression in which the dependent variable is the doctor measured BMI value and the independent variables consists of the reported BMI value and other covariates. We then predict the BMI for the YRBSS respondents using the relevant variables in the YRBSS data. 15 
